A 32 year old woman presented to a hospital in North America in November 1996 with upper abdominal pain and pyrexia. Liver function tests and ultrasound scan of the abdomen were normal. Gastroscopy demonstrated an abnormal opening on the lesser curve of the stomach which on barium meal investigation appeared as a sinus tract extending superiorly ( fig 1A) . A computed tomography (CT) scan performed showed minimal aerobilia in the left liver but no other abnormality. At laparoscopy, a well formed tract was identified running from the gastric lesser curve towards the left side of the hilum of the liver. This was excised using a linear stapler. Histology revealed biliary type epithelium in the excised segment of the tract.
She presented to this unit in August 1997 with further episodes of abdominal pain and fever. A CT scan was performed and this showed mild dilatation of the left intrahepatic ducts. Endoscopic retrograde cholangiopancreatography (ERCP) demonstrated stenosis of the left hepatic duct with a large proximal concretion ( fig 1B) . In addition, there was a diverticulum passing inferiorly from above the stenosis which corresponded to the upper end of the previously divided tract. Laparotomy and left hepatectomy were performed. The resected specimen revealed stenosis of the left hepatic duct 1 cm above the hepatic duct confluence. The left intrahepatic ducts were grossly distended and filled with sludge distal to the stenosis.
This patient made an uneventful recovery and remains well four years since surgery.
DISCUSSION
The incidence of aberrant anatomy of bile ducts varies from 16 to 31%. 1 2 Aberrant or accessory hepatic ducts from the right side of the liver are more common with drainage into the right hepatic duct, cystic duct, and occasionally into the gall bladder. There have been isolated reports of separate entry of the right and left hepatic ducts into the duodenum. There are no reported cases in the literature showing drainage of a bile duct into the lesser curve of the stomach. 3 4 The presence of an aberrant duct in the free edge of left triangular ligament has also been reported. 5 Distal communication of this structure with the gastrointestinal tract is not recorded and this anomaly probably represents distal extension of atrophic hepatic elements into the left triangular ligament rather than a true functioning duct.
In the present case, the structure divided laparoscopically was most likely an accessory left hepatic duct. As there was stenosis of the left hepatic duct at the confluence, the accessory duct contributed significantly to drainage of bile from the left liver. Division of this accessory duct resulted in recurrent low grade cholangitis. Left hepatectomy produced long term resolution of her symptoms.
This unique case highlights the importance of recognising aberrant biliary anatomy in the lesser omentum and hilar region.
